In this study of 78 patients with secondary neoplasms in the epidural space causing neurological disturbances, 34 had surgical treatment and 44 did not. The operation consisted of an extensive laminectomy with removal of as much of the epidural tumour as possible, and was followed by deep X-ray therapy. 38'2 per cent. improved after this type of treatment. The commonest primary site was the breast, the second the lungs and the third, 'carcinoma of unknown origin'. The prostate was also quite a common primary site. The source of spread appeared to be via the vertebral venous system.
In 35'8 per cent. the spinal metastatic tumour was the first evidence of malignancy.
The authors show that relief of neurological symptoms could be obtained in at least some of these patients, regardless of the degree of deficit, even if there is complete paraplegia, the main criterion for operation being a satisfactory general condition of the patient. Their survival time was not lengthened but there was a most useful recovery from neuro logical deficit in many of the patients, and they were made much more comfortable. lesions. About one-half had compression fractures, one-third fracture-dislocations, the latter almost exclusively of the cervical spine.
Of 207 patients, 67 were submitted to operation (55 complete and 12 incomplete lesions). The procedure consisted of open reduction and laminectomy. Eight of 10 patients with complete cervical lesions, 7 of 45 complete paraplegias, died following the operation, the majority within I month.
Twelve operations in 99 incomplete lesions had no mortality. The causes of death were, in the main, respiratory and urinary infection.
In a survey of the literature the authors show their awareness of the growing con viction that early operation-with rare exceptions---cannot be defended, if indication is to be based on facts. The authors call results of myelotomy in haematomyelia and of piotomy and extensive division of the denticulate ligament 'relatively good'. No neuro logical details are given regarding the results of these operations. They rightly confirm, that little can be learned about the extent of damage to the cord from inspection at operation. They appear to underrate the amount of exact information which can be obtained from careful and repeated neurological examination.
They realise the great importance of prevention of urinary infection, but do not appear to have tried intermittent catheterisation which has proved so much more effective than indwelling catheters or tidal drainage. They mention, but do not give details of, their methods in preventing pressure sores, or of rehabilitation. Only one-fifth of their followed-up patients had returned to work. Four years after the first neurological signs in a then 9-year-old boy with increasing spastic paraplegia below T8 due to angioma of the cord, flexion contractures of both lower limbs had steadily increased in spite of attempts at positioning, passive movements and, lately, splinting.
Radiograms showed extensive changes in the proximal epiphyses of the tibiae bilaterally. They are considered to be the result of too forceful attempts at straightening the knee-joints in a young child. In view of the limited effect of drugs on spasticity and the severe disability caused by spastic contractures, the value of early preventive position ing and regular effective passive movements is emphasised. In their present case the authors are now contemplating peripheral orthopaedic operations. An alcohol block is contra-indicated since the lesion is incomplete. The authors report on 21 patients with flaccid bladders after spinal injury. They dis approve of the indwelling catheter because of the danger of infection and contracture of the bladder. In four patients intermittent catheterisation was carried out, but in three urethritis developed and in the fourth an epididymitis followed by a sinus. With two further patients a suprapubic cystostomy had to be done because of urethral fistula and stricture. During the first 24 hours manual expression of the bladder was tried in all patients, but the residual urine amounted to 30 to 40 per cent. They describe some disadvantages from which in their opinion tidal drainage (Munro) suffers and describe an apparatus for permanent irrigation which, driven by a motor, regulates filling and emptying at exactly determined times. A light signal which coincides with the working of this machine is designed to tell the patient when to express with his abdominal muscles. Ten patients were so treated, the onset of an automatic bladder occurred by two to three weeks earlier than in the others. The capacity of the bladder amounted to 120 to 350 cc.
at the end of rehabilitation and there was no reflux. In three cases there was delayed infection of the urinary tract and failure. This mechanical arrangement is recommended for the immediate treatment of paraplegics for whom it should prevent the establishment of an contracted bladder and shorten the time required for the achieving of an automatic bladder.
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One of the most serious complications of paraplegia is vesico-ureteral reflex, leading to severe pyelonephritis which is almost never curable. Neurogenic factors were considered causal, but more and more another view is gaining ground, that urinary infection is the triggering mechanism. Based on a study of over 300 paraplegics, it was found that virtually all patients suffering with reflux had severe urinary tract infection at the time of total bladder paralysis. Quiescent non-innervated vesical musculature yields readily to infection. Secondary damage about the ureteral ostia leads to loss of the valvular mechanism. Ostial insufficiency is present not only in the hypertonic, but in equal degree also in the atonic bladder.
